Lipoleiomyomas are rare variants of uterine leiomyoma, in spite of relatively common occurrence of leiomyomas of uterus. Their reported incidence varies from 0.03 to 0.2%. These tumors generally occur in asymptomatic obese perimenopausal or menopausal women. The presence of fatty tissue in the myometrium is interpreted as lipomatous degeneration, smooth muscle metaplasia or as a benign tumour called as lipoleiomyoma. Imaging can play an important role in determining the intrauterine location and fatty nature of lipoleiomyomas but most of these are detected incidentally in histopathological findings postoperatively. We report a case of lipoleiomyoma in fundus of uterus in 61 years old postmenopausal female, who presented with on and off abdominal pain.
INTRODUCTION
Primary fatty tumours of the uterus are very uncommon and almost invariably benign. 1 These tumors most probably represent tumour metaplasia within a leiomyoma. There is no definite accepted nomenclature for such tumours and it is suggested that they be designated "uterine fatty tumours" and subdivided into "lipoma" and "mixed lipoma/leiomyoma" (synonym lipoleiomyoma). 2 Their reported incidence varies from 0.03 to 0.2%. 3 The usual site of occurrence is within the abdominal cavity and retroperitoneum, although it may also be found in the subcutis and muscular fascia. 4 Lipoleiomyoma is comprised of smooth muscle cells along with diffuse and scattered lobules of adipose tissue showing whorling at places. These tumours are seen in uterus as intramural growths but rarely may be seen arising in cervix and in broad ligament. 5 It generally occurs in asymptomatic obese perimenopausal or menopausal women. We report a case of uterine lipoleiomyoma because of its rarity.
CASE REPORT
A 61 year old, multiparous postmenopausal woman presented with intermittent lower abdominal pain of 10 days duration. She attained menopause at 50 years of age. She was a known case of hypertension, diabetes mellitus and hypothyroid on treatment for last 8 years. Pelvic examination showed 14 weeks size mass which was non tender, firm and mobile. Ultrasonography revealed a uterine mass close to fundus measuring 9×8×8 cm suggestive of fibroid but possibility of ovarian teratoma was not ruled out. Endometrial thickness was 7 mm and both the ovaries were sonologically normal. All the standard serological and hematological parameters were within normal range. As ovarian teratoma was one of the differential diagnosis, tumor markers were tested which were within the normal limit. After control of hypertension and diabetic status, she underwent total abdominal hysterectomy with bilateral salpingooophorectomy because of the large subserous fibroid. On gross examination uterine fundus showed a solid mass of 9×8cm which was yellow in colour on cut section ( Figure  1 ). Bilateral ovaries and fallopian tubes were grossly normal. Her post-operative periods were uneventful. Histopathology showed mature adipocytes admixed with smooth muscle bundles (H&E 10x), suggesting lipoleiomyoma ( Figure 2 ). 
DISCUSSION
Lipoleiomyoma is one of the rarer and less well known uterine masses. Like the leiomyoma of the uterus, it is also a benign, well defined mass but has a very high content of fatty or adipose tissue. These tumors showed characteristic histological findings, being composed of adipose cells, hyperplastic smooth muscle and fibrous tissue. It is believed that lipoleiomyoma of the uterus is the end result of metamorphosis of uterine smooth muscle cells within a fibroid or leiomyoma rather than the fatty degeneration. Lipoleiomyomas have also been reported in cervix, broad ligament, retroperitoneum and ovary. 5 It occurs most frequently in postmenopausal women in the age group of 50-70 years as in our patient of 61 years of age. Mostly patients are asymptomatic but some experience symptoms that mimic those of uterine leiomyomas of comparable size, such as pelvic discomfort, heaviness, and vaginal bleeding. This patient presented with intermittent lower abdominal pain as it was a sessile and subserous in location. Radio imaging techniques like MRI and CT can play an important role in determining the intrauterine location and fatty nature of lipoleiomyomas but most of these are incidental findings postoperatively on histopathology. The differential diagnosis of the lipomatous mass in the pelvis includes benign cystic teratoma, malignant degeneration of cystic teratoma, non-teratomatous lipomatous ovarian tumor, benign pelvic lipomas, liposarcomas and lipoblastic lymphadenopathy. Association of lipomatous uterine tumors and endometrial carcinomas with lipoleiomyosarcoma arising in uterine lipoleiomyomas has also been reported. 6 We also had a doubt of being ovarian teratoma which was ruled out by doing the tumor markers. The pathogenesis remains obscure. A number of various lipid metabolic disorders or other associated conditions, which are associated with estrogen deficiency as occurs in peri or postmenopausal period, possibly promote abnormal intracellular storage of lipids. 7 Generally, small asymptomatic lipoleiomyomas do not require surgical management like that of fibroid. Surgery is useful and indicated in larger masses as in the present case and also in the presence of menstrual complaints. So, it is important to differentiate these tumors from ovarian teratoma, which requires surgical excision. Lipoleiomyomas are benign tumors which do not affect mortality.
CONCLUSION
It is the final pathological examination that confirms the diagnosis of lipoleiomyoma, though imaging plays an important role in preoperative diagnosis and localization. Lipoleiomyoma of uterine corpus are extraordinarily rare entities with clinical manifestation similar to leiomyomas, having demonstrable histology and excellent prognosis.
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